Dear Editor, We would acknowledge each of the criticisms of our study [1] noted by Dr. Pankaj. Arthrofibrosis after total knee arthroplasty is clearly a multifactorial problem. However, the basic problem is that the knee develops an increased amount of stiffness and underlying scar tissue that limits function, and the literature review has clearly defined this problem as chronic arthrofibrosis. Our conclusion, from this data cohort, is that patients treated with the tibia-cut-first technique, for whatever reason, had a significantly higher incidence of developing a stiff, painful knee than the matched controls if increased internal femoral rotation was noted. While any number of other problems could be associated or causative, the only specific variable evaulated in this study was the amount of femoral rotation. We would discount tibial tray alignment in our scenario as a mobile-bearing implant was used, which we believe autocorrects for any malposition. While a number of these patients were reoperated, we cannot clearly state which factor(s) were primary to the etiology in the revision cases.
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The final comment regarding exaggerated internal femoral component rotation following the release of a severe varus deformity is an observation that the authors have made with this condition using our particular tibia-cut-first method. Furthermore, we have recently been able to verify this problem with computer navigation. While future evolution of the tibia-cut-first method should direct the surgeon to avoiding abnormal femoral component internal rotation, this retrospective review clearly identifies a factor related to the stiff painful total knee by methods used in the past.
